SUMMARY Cutaneous immunofluorescence studies were carried out in 21 patients with ankylosing spondylitis (AS) and the results compared with those for 18 healthy subjects. The most prominent finding was the presence of IgA in dermal vessels of patients with AS (71% compared with 17% of the control group). IgG and IgM cutaneous deposits were also observed in patients with AS, but these results did not differ from those of the control group. A renal biopsy was performed in three of the patients presenting with unexplained microscopic haematuria. One of them had an IgA nephropathy, but no correlation was found between kidney and skin deposits of IgA. These findings suggest that IgA cutaneous deposits in AS are not a marker of IgA nephropathy but stress the role of immunoglobulin A in the pathogenesis of this disease.
The discovery in 1973 by Brewerton et al' and Schlosstein et a12 of the association between ankylosing spondylitis (AS) and the major histocompatibility complex, via HLA-B27, raised the possibility that immunological disturbances may be present in this disease. Several authors have investigated the humoral immune response in AS and shown that IgA is the immunoglobulin most frequently raised in the serum of these patients. 3 The meaning of this finding and its role in the pathogenesis of AS remains unclear.
Recently, a possible relation between AS and IgA nephropathy has been suggested. IgA nephropathy is characterised by immunoglobulin A deposits in the mesangial glomeruli. In 50-75% of these patients IgA is also found in the walls of superficial vessels in apparently healthy skin.4
This study was designed to investigate the prevalence of immunoglobulin cutaneous deposits in AS, and its possible relation with IgA nephropathy. (Figs 1 and 2 ). Only three of the control group (17%) showed minimal linear deposits of IgA. This difference is highly significant (p=00006). Deposits of IgG were present in five patients (24%), IgM in three patients (14%), and C3 in nine patients (43%) ( Table 1) . None of the patients or controls had immunoglobulin deposition in the dermoepidermal junction. Three of 21 patients had asymptomatic, unexplained microscopic haematuria, and a renal biopsy was performed. One of these had IgA nephropathy, but no IgA deposits in the dermis were observed. of IgM in dermal blood vessels, whereas IgA was rarely found. This discordance in cutaneous immunofluorescence findings between AS and RA supports a different immunological abnormality in the two diseases. The reason for the presence of these immune deposits in AS is unknown. Raised serum concentrations of IgA are frequently seen in AS, and in some patients this is well correlated with clinical disease activity and acute phase reactants.5 11 12 As tissue and serum proteins are normally in a state of dynamic interchange it is not surprising that serum factors are present in the extravascular compartments. Thus the homogeneous (linear) de 
